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C O U N T R Y A N D H E A L T H C A R E S Y ST E M
Despite having only15.5 million inhabitants,The Netherlands
is one of the most densely populated countries of the world.
Each year, roughly 1.6 million patients are admitted to
approximately 150 hospitals. Owing to the constant fusion of
smaller hospitals, the exact number at anygiven time is hard to
guess, but the aim is to create only hospitals with a minimum
size of 500 beds. At present, the hospital size varies from 300
to 1200 beds, with a total number of beds of around four per
1000 inhabitants. Healthcare costs are subsidised by the gov-
ernment, and access to healthcare is universal.
I N F E C T I O N C O N T R O L
In1966, a commission of the Dutch Health Care Council pub-
lished the ¢rst report on the control and prevention of infec-
tious diseases. This report was revised in 1976 and again in
1991. Healthcare institutions were asked to install infection
control committees (ICCs), to give advice to healthcare work-
ers (HCWs).These committees have the task of advising hos-
pital directors with respect to infection control policies. In
most hospitals, the ICCs were implemented and headed by
medical microbiologists, who are the professionals mainly
involved in the coordination of infection control and preven-
tion activities inTheNetherlands.
Today, the control and prevention of nosocomial infection
is a legal obligation for every Dutch hospital. Infection control
and prevention activities in the hospitals formerly focused on
patient care techniques, the hospital environment and the use
of biomedical products.With the advent of infection control
programs headed by physicians trained in medical microbiol-
ogy, infectious diseases and/or hospital epidemiology in Eur-
ope and the USA, the activities became much more patient-
oriented. Most non-teaching hospitals employ one or more,
often part-time, infection control nurses. All Dutch tertiary
care centers and university hospitals have an infection control
program, headed by a medical microbiologist or infectious
disease specialist with experience in hospital epidemiology.
The Health Care Council underlines the importance of infec-
tion control by strongly advising hospital administrators to
employ a full-time medical microbiologist per 1000 hospital
beds, in charge of the infection control program, and approxi-
mately one infection control nurse per 250 hospital beds. In
view of the fact that these ratios are based on by now 15-year-
old data from the SENIC study, and that during that time the
patient population in our hospitals has changed signi¢cantly,
it is argued that more manpower is needed in today's hospitals.
A recent survey showed that some institutions are still below
the current recommendations. However, most hospitals o¡er
the right `infrastructure' to prevent nosocomial infections: the
average nursing sta¡/patient ratio is as high as 1: 5 in all uni-
versity hospitals, patient rooms are spacious, with two to four
beds maximum, and single and isolation rooms are available.
`WERKGROEP INFECTIE PREVENTIE'
A national Working Party on Infection Control (`Werk-
groep Infectie Preventie', WIP), was founded in 1980. This
working party resulted from the initiative of four Dutch
societies which are involved in infectious diseases and infec-
tion control: the Societyof MedicalMicrobiology, the Society
for Infectious Diseases, the Society for Hygiene and Infection
Prevention in Health Care (this is the Dutch society for infec-
tion control practitioners) and the Dutch Society of Micro-
biology. Four members of each society participate in the
working party. Therefore, members of theWIP are infectious
disease specialists, medical microbiologists and infection con-
trol practitioners.To be elected as a member of theWIP, a can-
didate must have clear interest and involvement in infection
control.
TheWIP is ¢nancially supported by the Ministry of Health
and by the revenues from guidelines published by the WIP
(although the price of each guideline is only marginally above
the actual copy costs).
TheWorking Party has three tasks:
1. To issue guidelines on infection control in hospitals, nur-
sing homes, and psychiatric institutions. A special guideline is
concernedwith infection control in dental practice.
2. To keep a documentation center for literature on infection
control issues.
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3. To provide a central point where questions concerning
infection control can be posed.
A subcommittee consisting of twoWIP members and two
or three specialists in the ¢eld of the speci¢c guideline prepares
each guideline. The concept guideline is then circulated
among all HCWs working in the ¢eld of infection control
and, according to their remarks, revised by theWIP in a plen-
ary session.This ¢nal concept guideline is sent to the National
Health Council for comments. Each guideline is revised at
least once every 5 years, or earlier if needed. There are cur-
rently more than 50 guidelines available, which largely cover
the ¢eld of infection control.
The documentation center is located in one of the university
hospitals. An infection control practitioner, employed by the
WIP, keeps the ¢les up to date.
An infection control practitioner is also available at the doc-
umentation center to answer questions from all over the coun-
try. She has back-up from one of the WIP members, who
works close to the documentation center.
Adherence to the guidelines of theWIP is strongly endorsed
by the Chief Medical O¤cer of The Netherlands, who con-
siders these as the standard for infection control. Therefore,
and due to the above-mentioned manner of compiling them,
theWIP guidelines are generally accepted, and form the basis
of `internal infection control guidelines' in all Dutch hospi-
tals.
I N F EC T IO N C O N TR O L P R A C T IT IO N E R S ( IC P )
After the implementation of ICCs, it was recognized, that
guidelines written by the ICC lacked implementation and
control on the work £oor.Therefore, the nurse member of the
ICC was asked to ful¢ll these tasks. In 1973, several infection
control nurses founded the Society of Infection Control in
Health Care Institutions, the `Vereniging voor Hygiene en
Infectiepreventie in de Gezondheidszorg' (VHIG). VHIG
members execute the ICC guidelines in the hospitals, by
`translating these guidelines into practice on the nursing units'.
In 1979, an educative program for infection control nurses was
implemented and credited by the healthcare ministry. In 1982,
the ¢rst issue of theVHIG journal was published.Today, infec-
tion control nursing is a recognized profession; they either
work under the functional guidance of a medical specialist
(more or less exclusively amedical microbiologist) as a hospital
service within the administration, or belong structurally and
functionally to themedical microbiologydepartment.
W O R K IN G G R O U P O F H O S P IT A L
E P ID E M IO L O G I S TS ( Z IE N )
In January 1994, aWorking Group of Hospital Epidemiolo-
gists (ZIEN) was founded. At present, all members of this
group are medical microbiologists and infectious diseases spe-
cialists frommajor hospitals (including seven of the eight uni-
versity hospitals) who head the infection control and hospital
epidemiology programs of their hospitals. The aim of this
working group is to stimulate national scienti¢c research, dis-
cuss current problems and create a sounding board for infec-
tion control topics, and to o¡er training in hospital
epidemiology for doctors.
IN F E C TI O N C O N T R O L T A S KS
ICPs and medical microbiologists specializing in infection
control work as a team, covering a great variety of hospital-
wide topics, such as surveillance, infection control guidelines,
healthcare practice evaluation, disinfection, and others. Most
of these tasks are performed according to written guidelines
and standard operation procedures (SOPs), with the exception
of `¢rst-aid infection control'. Solving acute infection control
problems still seems to consume much of the time of profes-
sionals working in infection control. However, the time left
for patient-related activities might be more than in other
countries, since sterilization, sterile products and disposables,
occupational health and quality assurance are not (a primary)
part of the infection control team's work.
S U R V EI LL A N C E O F N O S O C O MI A L IN F E C TI O N S
Only a few non-teaching hospitals perform prospective, hos-
pital-wide surveillance.The routine surveillance in most hos-
pitals, including all teaching hospitals, is based on a daily
review of microbiology reports. Registration of nosocomial
infections takes place during prevalence studies and/or ward-
speci¢c incidence surveys during evaluation of new biomedi-
cal products, or whenever laboratory-based surveillance indi-
cates a problem. Even if no hospital-wide incidence rates are
known, we assume that our form of surveillance is e¡ective.
This might be because the medical microbiologist, in addition
to infection control, is also involved in infectious disease con-
sultation in all high-risk units and has a strong in£uence on
the hospital's antibiotic policy.This might in part explainwhy
antimicrobial resistance inThe Netherlands is among the low-
est in Europe.
In 1996, the PREZIES (Dutch acronym for prevention of
hospital infections by surveillance) project, which focuses on
speci¢c nosocomial infections, was started. The ¢rst project
was on surgical infections. Approximately 80% of all Dutch
hospitals participated in this project. Next, surveillance of
infections in intensive care units was developed, tested in
about 1000 patients and is now running. Surveillance of cen-
tral vascular device-related infections is currently under devel-
opment. PREZIES aims at providing a surveillance
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component for all four major sites of nosocomial infections
in the near future.
M R SA : S E A R C H A N D D ES T R O Y
After a series of MRSA outbreaks in Dutch hospitals in the
early 1080s, a national discussion was initiated on how to pre-
vent the occurrence of further outbreaks. In 1989, the National
Institute of Public Health and Environmental Protection
(RIVM) started a surveillance program forMRSA. Each year,
the RIVM receives between 150 and 200 MRSA isolates from
30^50 di¡erent hospitals, indicating that each hospital that
forwarded isolates had on average ¢ve or six strains per year,
and that, in general, MRSA occurred in less than 30% of all
hospitals. Furthermore, the MRSA strains consist of many
di¡erent phage types, demonstrating that there has been no
major problemwith outbreaks.
Between 60% and 80% of all MRSA strains isolated in
Dutch hospitals originate from patients who have been hospi-
talized in other countries.Therefore, in 1988, theWIP issued a
guideline for the control of MRSA that is primarily aimed at
preventing the spread of MRSAwhich have been introduced
from hospitals abroad in Dutch hospitals. The mainstays of
this guideline are that:
1. All patients who carryMRSA are strictly isolated in private
rooms, whether they have an infection or not.
2. All new patients who are transferred from hospitals outside
The Netherlands are cared for in single rooms for a few days,
and screened for colonization with MRSA. The patient can
leave isolation only after at least two sets of screening cultures
have proved negative.
3. Any patient unexpectedly found to be an MRSA carrier is
placed in strict isolation, and all patients from the same ward
are screened.
4. All carriers of MRSA, either patients or healthcare work-
ers, are treated with topical agents (e.g. mupirocin). If patients
have skin lesions or catheters, eradication is not attempted
before these lesions are healed or the catheter is removed.
Smalloutbreaks ofMRSAdo still occur, but the surveillance
data fromtheRIVMcon¢rmthe success of this policy,which is
adopted nationwide.The MRSA rates inThe Netherlands are
around1%,whereas neighboringcountries have ratesof20%or
higher.The compliance of all hospitalswith the guideline is the
keytothe successof this strategy,called s`earchanddestroy'.
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